MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-043061

DEPARTMENT OF PUBLIC HEALTH AND WELPFAR 3 3 d? /m T
istrati istei N . " P e, STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. . _____ “f ge” __  Primary Registration District No [4] strar’s No. o AN

ON THIS STUB i1 — ftan
1. PLACE OF Dﬂﬂ.v s El b% 1 2. UsuaL RE} ﬁENCE [Where doceasad lived. If inatitution: Residence before
2. COUNTY utler a, STATE 1SS0 UILL:QUNTY unklin edmission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR OR
omn  Poplar Bluff da own HOlcomb Yes OXNe O
¢. FULL NAME OF {If NOT in hospitsl, give location) Iniide Limits d. STREET {If cunide, give location) Reside on Farm

HoSMIALSY  DOCTORS HOSPITAL vl weq| ™% City Yoo O Mo I

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
(Type or print) y

Vs 300
Rev. 4/59

V(OI2AR
P ERY))

{DATE AMENDED

Yaar

GERTRIDE _ BODINE  WATSON peAM  November 12,1953

5. SEX 6. COLOR OR RACE 7. Maried [ Never Married {} |8. DATE OF BIRTH | 9. AGE (last birthdey} |IF UNDER 1| YEAR | IF UNDER 24 HR
Foma 1': VJh it a Widowed [] Divoreed [ | J urnea 3 O . ]_886 7’7 MnnthiL Days Hours Min.

10a. USUAL GCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

ST SEWE £ cver 1 rerred) Holcomb, Missouri| U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

James Bodine Sarah Miller Frank Watson
15, WAS DECEASED EVER IN U.5. ARMED FCORCE 1i ensIAL SLeUnITY NQ. 17. INFORMANT Address

(Yes, nu.l\?rdmknnwn)l(lf yes, give war or daten { Charles U\]atsonJ Holc Omb ) I\[‘Iissouri

18. CAUSE OF DEATH [Enter only one cause per line fol (a (b}, and (). INTERVAL BETWEEN
PART 1. -DEATH WAS CAUSED BY:

| IMMEDIATE CAUSE [.; M@AL@UA/ e &PM C?SEWMH
g Tugooudsotl Jidu’ ¢ da

which’ gave rise 1o 7
DUE TO [c) %} @, v > \J (

DOCUMENT

above caute (a),
“stating the under
lying cause

e rondition diven in PART | (s) there a pregnancy in last 90 days.

PART II. O'IiFIGNIFIC T CONDITIONS CONTRIBUTING DEATH but nolf related to the terminal PART Ili. If decmased was female was
dig

] O Yes | O Ne | [0 Unknown

i =
19. WAS AUTOPSY | 20s. ACCIDENT suu:me HOM|CIDE 205, DESCRIBE W INJURY OCCURRED. [Enfer nalure of injury in PART | or PART Il of item 18)
PERFORMED? ]
YEs (] NO[OI

20c. TIME QF Hour Month, Day, Year
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (] farm, fnnaT streer, office bldg,, etc.)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

NOT WHILE AT WORK [ )L i I .
21. | attended the deceased from . “ I L{. I(ﬂ ? to. ” ’, 7/ le and last saw :lm’""‘ on /{ // ‘)’////)

/ 7[ 5 3 Up m ojz tha dare/}ired sbove, and to the best of my knowledgs, from the causes stated.
LN . /]

SP R Co 7779 YR 770 W P

23a. BURIAL, CREMATION, MDAfE N 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {)H Jiown, ar county) ts“{_y
REMOVAL Bpecit} - 1Ny, 14,1963 | Stanfield Cemeter Clarkt Missouri,/ R

74, Fupﬂjki!;‘LjD‘?ﬁgtTOR ADDRESS 75 DATE RECD. BY LOCAL REG. ] 26. REGIJRAR'S SIGNATURE 77,
Landess Funeral Home, Campbell,Mod /¢~ «2/-/ ?s3 a M.“._

[Licensed Embalmer’s Statement on Reverse Sida)

Desth occutred at

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

.‘5
or by LT : Student Embalmer No.

working under my personal supervision.

Student ' 'Signed @!A/bééﬂ‘l/ Zﬂ -. 644114_

Signature of Student Embalmar

Licensed Embalmer No '4- z2 7

P. O. Address

-r
. -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.

If this body |s not embalmed fact should be so stated abcwe
L .




